Formulario de Eleccidn de Proveedor de Atencidon Primaria
(PCP)

Escriba aqui el nombre de su plan de salud:

Si su plan de salud es Columbia United Providers, Inc., Community Health Plan of Washington o Molina
Healthcare of Washington, Inc., debera completar este formulario y enviarlo a su plan de salud (no a Basic Health)
a la direccion que se indica méas abajo para que su plan de salud pueda enviar tarjetas de I.D. lo antes posible. Para
mayor informacién sobre la eleccién de un PCP o una clinica, comuniquese con su plan de salud llamando al nUmero de
teléfono indicado méas adelante. Si ya informé a su nuevo plan de salud sobre su eleccién de PCP o clinica, podra ignorar
este aviso.

Su nombre:

Su numero de teléfono para contacto diurno:

Su numero de |. D. de Basic Health:
(Su numero de I.D. consta en la carta que recibio junto con este formulario.)

¢Es paciente
actualmente?
Si No

Miembros en esta cuenta Fecha de Numero de I.D. de Nombre completo de PCP
(incluido usted) nacimiento Basic Health o clinica elegida

Complete este formulario y envielo a su plan de salud a la direccion indicada a continuacion.

Columbia United Providers, Inc. Kaiser Foundation Health Plan of the Northwest
19120 SE 34" Street, Suite 201 sus miembros no deben completar este formulario.
Vancouver, WA 98683
1-800-315-7862 0 360-891-1520 (TDD: 1-866-287-9962) Molina Healthcare of Washington, Inc.

P.O. Box 1469
Community Health Plan of Washington Bothell, WA 98041-1469
720 Olive Way, Suite 300 1-800-869-7165 (TTY: 1-877-665-4629)

Seattle, WA 98101
1-800-440-1561 (TTY/TDD: 1-800-833-6388)

Group Health Cooperative
sus miembros no deben completar este formulario.

Basic\Health..

HCA 25-891s (04/07) A Health Care Authority Program



Primary Care Provider (PCP) Selection Form

Write the name of your health plan here:

If your health plan is Columbia United Providers, Inc., Community Health Plan of Washington, or Molina
Healthcare of Washington, Inc., you must complete this form and send it to your health plan (not Basic Health) at
the address shown below, so your health plan can send I.D. cards as quickly as possible. For information on choosing a
PCP or clinic, please contact your health plan at the phone number shown below. If you've already notified your new health
plan of your PCP or clinic choice, you may disregard this notice.

Your name:

Your daytime phone number:

Your Basic Health I.D. number:
(Your I.D. number is shown on the letter you received with this form.)

Members on this account Date Basic Health Full name of PCP C;tir;?;
(including yourself) of birth I.D. number or clinic choice Yez No

Send this completed form to your health plan at the address below.

Columbia United Providers, Inc. Kaiser Foundation Health Plan of the Northwest
19120 SE 34" Street, Suite 201 members do not need to complete this form.
Vancouver, WA 98683
1-800-315-7862 or 360-891-1520 (TDD: 1-866-287-9962) Molina Healthcare of Washington, Inc.

P.O. Box 1469
Community Health Plan of Washington Bothell, WA 98041-1469
720 Olive Way, Suite 300 1-800-869-7165 (TTY: 1-877-665-4629)

Seattle, WA 98101
1-800-440-1561 (TTY/TDD: 1-800-833-6388)

Group Health Cooperative members do not need to
complete this form.

Basic\Health..

HCA 25-891 (04/07) A Health Care Authority Program



